THE following is a short history of the case. A. C., a woman aged 46, was admitted to St. Bartholomew's Hospital on September 4, 1910, with a history of frequent attacks of colicky pains in the abdomen, and the occasional passage of dark blood per rectum during the past six months or so. During the last few months the patient had lost weight rapidly. She had not suffered from diarrhoea or constipation.
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THE following is a short history of the case. A. C., a woman aged 46, was admitted to St. Bartholomew's Hospital on September 4, 1910, with a history of frequent attacks of colicky pains in the abdomen, and the occasional passage of dark blood per rectum during the past six months or so. During the last few months the patient had lost weight rapidly. She had not suffered from diarrhoea or constipation.
Condition o-n admission: The patient was somewhat wasted and anmemic; the abdomen not distended; nothing abnormal could be felt either per abdomen or per rectum. On examination under an ancesthetic a well-defined sausage-shaped tumour could be felt in the region of the cecum. The abdomen was opened on September 12, and the tumour felt was found to involve the caecum and part of the ascending colon, and at first sight suggested an intussusception. On further examination it was found that the bowel wall in this region was considerably thickened, and extremely resistant to pressure. The infiltrated area was sharply defined both above and below. A few enlarged glands were seen in the neighbourhood of the caecum. A lateral anastomosis was made between ileum and the transverse colon, close to the hepatic flexure, and the abdomen closed.
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On September 29, seventeen days later, the abdomen was again opened, and the portion of gut now shown resected. The patient made a good recovery from the operation, although the recovery was delayed by suppuration in the abdominal wall.
Since the operation the patient has gained weight, and is now in very good health.
The following is a description of the specimen as drawn up by the Assistant Curator of St. Bartholomew's Hospital Museum:
"A resection of the intestine, which includes 21 in. of ileum, caecum, appendix, and 8' in. of ascending colon. The ileum appears normal. The mucous membrane lining the postbrior wall of the caecum appears healthy, but that of the anterior wall has a great number of polypoid villi varying in length from * in. to 4 in. The muscular wall is hypertrophied, and there appears to be more fat than normal. In the colon a similar condition is seen, except that the polypi are longer up to a point 3 in. above the ileo-caecal valve, where a stricture partially occludes the lumen of the intestine. From this point, and extending 5 in. along the colon, the mucous membrane is covered with large flat tag-like processes in great numbers. An especially long and broad example is to be noted springing from the posterior wall. This appearance of the mucous membrane ceases abruptly at a point i in. below the end of the specimen, and the mucous membrane beyond this is normal. The line of demarcation at both ends between the normal and abnormal mucous membrane is very definite and almost annular. There seems to be more fat than normal in the outer wall and in the appendices epiploicae. The muscular coat is greatly hypertrophied. Some small glands were found on the posterior aspect."
The following is a microscopical report from Mr. It seems clear that we are dealing with a case of chronic inflammation involving a portion of the cocum and ascending colon. This inflammation involves all the coats of the bowel except the serous coat, and has resulted in* a considerable hypertrophy of the mucous membrane, and has at one point produced some stenosis of the lumen of the bowel. The diseased area is sharply defined from the normal, both above and below.
To describe this case as one of hyperplastic pericolitis, colitis polyposa, or colitis fibromatosa does not help in the elucidation of its. pathology. Can this specimen be regarded as one of hyperplastic tuberculosis? We know that tubercle is met with in the colon in three distinct forms-the miliary, ulcerative, and hyperplastic. The hyperplastic form is usually localized, gives rise to a definite tumnour, and has. frequently been mistaken for malignant new growth. It is not often associated with ulceration of the mucosa, and quite commonly produces. some stricture of the bowel. The neighbouring glands are usually enlarged, and sometimes definitely tuberculous. It usually involves the caecum or sigmoid-more often the former.
From published accounts there seem to be two distinct types, the submucous and subserous, but more often there is a combination of the two. The former to the naked eye closely resembles a neoplasm, the latter is more readily distinguished as an inflammatory lesion. The thickening of the wall of the intestine consists of firm connective tissue and fat, and though in some cases definite tubercles and a few bacilli are seen, in the majority, which in other respects resemble the specimens. containing tubercle, no tubercles are found. Conrath [1] , in 1898, collected eighty-five cases, chiefly from German literature, and a drawing which he reproduces of one specimen (which I now show) is not unlike the specimen under discussion. Doubtless in the past many such cases have been classed as carcinoma, and so lost to the literature. Crowder [2] , in 1900, published two cases with a good account of the literature of the subject up to date. The specimen I show corresponds very closely to the description given of his first case, though with this important difference, that tubercles were present in portions of his specimen, and are not seen in mine. F. S. Kidd [3] , in the Lancet, 1907, describes three cases as hyperplastic tuberculosis, which bear a resemblance to the specimen now shown, and in whichl no tubercles were demonstrated. In Kidd's cases the subserous coat was mainly involved, and the mucous membrane was but little affected, although in one case it was slightly ulcerated. Lockhart Mummery [4] showed a specimen at the Clinical Section last year, which he described as hyperplastic tuberculosis of the sigmoid. I saw the specimen and the section. The specimen certainly resembled the one now shown, although there was nmore extensive hyperplasia. In most of the recorded cases a more extensive hyperplasia has existed than in the specimen shown, but it is reasonable to suppose that in this case the hyperplasia would have increased if the operation had been delayed.
At the last meeting of the British Medical Association, Alexis Thomson read a paper on "Fibromatosis of the Stomach," with the object of showing that many cases of leather-bottle stomach, previously regarded as malignant, are in reality inflammatory. On reading his account of the microscopical appearances one is struck with the resemblance to the cases described as hyperplastic tuberculosis of the colon.
Several cases are recorded of hyperplastic tuberculosis of the colon associated with malignant disease, and it seems reasonable to suppose that such a condition, whether in the stomach or colon, would predispose to carcinoma.
With regard to treatment, it might be argued that resection is too severe a measure for a disease which is not malignant. On the other hand, a certainty in diagnosis can seldom be made unless a gland reveals either growth or tubercle. More information is required as to the value of a simple short circuit without resection. If the caecum is put out of circuit, will the condition retrogress or progress ? If it progresses and the stricture, which in nearly every recorded case exists, increases, then perforation of the cecum may occur despite the short circuit, because the ileo-caTcal valve allows of no backflow. In some cases suppuration with general peritonitis had occurred, as in D'Arcy Power's case and in one of Kidd's; in others intestinal obstruction has resulted from adhesions to the small intestine. It seems not unlikely that some of the cases of reputed disappearance of malignant tumours of the bowel may be explained on the assumption that the condition was really hyperplastic tuberculosis, which retrogressed either with or without a short circuit.
I do not like to draw conclusions from one successful case, but I think that if I met with a similar case I should adopt a similar mode of treatment rather than risk having to resect at a later date under more urgertt or more difficult conditions.
